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ER TRANSFERRKED OR DISCHARGED
Last Name of Patient/Resident

First Name/Middle Initial of Patient/Resident

Patient/Resident Date of Birth

Compassionand:

aeindole

DNR (CPR) CoNseNT of HEALTH CARE AGENT (HCA) or SURROGATE DECISION-
MAKER FOR PATIENT / RESIDENT WITHOUT DECISION- MAKING CAPACITY: This document

reflects what is known about the patient/resident’s e . For Pati without decisi king capacity,
or when medical futility or therapeutic exception is used, MOLST D Form MUST be completed and
should always accompany this MOLST Forim. If paienresident a5 2 legal and valid DNR previously completed while

patient/resident had capacity, attach to MOLST. 00 Prior form attached O Form
HCA/Surrogate Signature 0 Check if verbal consent Print Name Date
R, 10 P Reside
‘Witness Signature Print Witness Name Date

OLS'

Section

B

Patient/
Resident/
Health Care
Agnm or

DNR (CPR) CoNsENT oF PATIENT/RESIDENT WITH DECISION-MAKING CAPACITY:
Section A reflects my treatment preferences,

Patient/Resident Signature 7 Check if verbal consent Print Patient/Resident Name Date

‘Witness of Patient/Resident Signature or Verbal Consent Print Witness Name Date

Compassionand Support
aaendole
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Review of thiz MOLST Form
Laecation of Review Outcome of Review

T No Cmzge

T Changss — Addisions only

C FORM VOIDED, mew form complessd
FORM VOIDED. mo mew form

Mo Caamge

C FORM VOIDED, mo zew form

TNo Camge

T Changss — Adsiions nly

CTFORM VOIDED, new form complessd
T FORM VOIDED, mo zew form

ADDITIONAL TREATMENT GUIDELINES: |Comferrmeazures are sheays provided )

O Cemfort Meazures Only — The patient i treated with Jigsity ind espest. Rionkle mieasoe: i mide b ol Tood ind
Musds by pecuth. Madication, pesitionig, woend cue, and ol miessues we used 1o rebeve pen s sulTering. Droygen, suten
sarl el trestreest of serway obaneton e used 4 needed i somfoen Do Mot Trangfer & it fov Bf-suiiavitng
treavmery, Tramfir if comfint care sy cammod Be me! in carrent kxatian,

O Limired AMedical Intervenrions - Cml or sand ced indicaled IRANIESES ATG
pmﬂmnmdmsmﬂwﬂﬁmmmmhh‘mqﬁmmmﬂﬁ
panan Tesidest sy b wainen under *Orber Drtractions™ below, Tramsdir s shy haspriad as indizeied

o N’o]mmnms oz Medical Interventions - AT indicaled et

eseptan specified in Bections A Tranafie & the hogpeal &
rrﬁftn“_wm eare,

Compassionand Support
aeindole

No feeding tzbe (offer oo Mk o solomnedl C Mo IV Flutds joffer frodMuds s toderad)

A trial period of feeding rube O A trial of IV fluids

Lozg-term feeding tube, if needed le-w-—-
ANTIBEIOTICS:
C No antibistics {axcope for comfer) O Amribiotics |“"’*'-‘ L=

omm Mm-ﬁmmhrmnrmmm-
zections above or otier

C Do Not Resuzcieate (DNE)* (080 = e cdipulmenary romciation,
o rmc.mpﬂ.mmﬂm.m(cm;) o Limisatisn:

i il wmmhmmmmmw
Faibitis, i

MY DoE

ADDITIONAL INTUSATION AND VENTILATION INSTRUCTIONS: ¥ patens
resident i DNFL and kas progressive or impending pulmonary fadure withowt acste cardiopulmomary arress:

O Do Not Intubars (DNT)

O A rrial period of intubarion and vezrilation

Infebaton and leng-term mechanical ventilation, if needed |~"b—-

FUTURE HOSPITALIZATION /| TRANSFER: (Far long-teri= care recidents and home patiencs)
T ¥a hospitalization unless pain or severe symproms: canuet be otherwise controlled.

O Hospinlization with resrrictions outlined in Sections A and E. |m1¢-—

Compassionand Support
aaendole




